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Investigators also propose new strategies in early inter-
vention regarding mental health wellness, proper nutri-
tion, dental hygiene, fitness exercise, stress reduction,
safe sex, substance abuse abstinence, and smoking cessa-
tion. The aims of these recommendations and strategies
are to equip primary care physicians with the knowledge
and information to responsibly manage the health care of
HIV-infected patients.

ERNESTO PARRA, MD, MPH
San Antonio, Texas
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Angiotensin-Converting Enzyme
Inhibitors in Congestive Heart Failure

ANGIOTENSIN-CONVERTING ENZYME (ACE) inhibitors, a
remarkable class of drugs developed from the initial dis-
covery of molecules with ACE-inhibiting properties in
the venom of Brazilian pit vipers, have been available for
commercial use in the United States for more than a
decade. First used for treating hypertension, it soon be-
came appreciated that ACE inhibitors were also highly ef-
fective in the treatment of heart failure. In fact, much data
exist to show that ACE inhibitors significantly reduce
mortality in patients with moderate and severe heart fail-
ure, improve functional capacity, and prevent hospital ad-
missions. Moreover, ACE inhibitors have been shown to
decrease the development of symptomatic heart failure in
patients with asymptomatic (New York Heart Association
class I) disease. Despite these well-documented benefits,
fewer than 50% of patients with heart failure are currently
treated with ACE inhibitors.

Surveys of clinicians providing care to patients with
heart failure suggest that physicians are reluctant to use
ACE inhibitors in these patients because of the fear of
causing hypotension. For this reason, ACE inhibitors are
often reserved only for those patients with heart failure
and concomitant hypertension. In the studies of the treat-
ment of heart failure with ACE inhibitors, however, no-
table hypotension was distinctly unusual. Because of the
profound clinical and economic benefits of ACE inhibitor
therapy in these cases, virtually all patients with heart
failure should be treated, and they should be treated with
moderate doses, such as captopril, 50 mg three times a
day, if tolerated. Patients in whom the use of ACE in-
hibitors is contraindicated include those with a history of
allergy or a severe reaction to ACE inhibitors, those with
refractory hyperkalemia (potassium level > 5.5 mmol per
liter), and those with symptomatic hypotension. Patients

with renal insufficiency (creatinine level > 265 pwmol per
liter [>3.0 mg per dl]) and those with systolic blood pres-
sures less than 90 mm of mercury may be treated with
ACE inhibitors, but they have a higher rate of complica-
tions and must be monitored carefully, often with a con-
sulting cardiologist.

Angiotensin-converting enzyme inhibitors are thought
to have a “class action” in patients with heart failure;
therefore, no single agent is preferred over another. In pa-
tients considered to be at high risk for complications from
ACE inhibitor therapy, institute treatment with a small
dose of a short-acting drug (such as captopril, 6.25 mg)
and observe the patient carefully for seéveral hours.
Patients taking diuretics should be examined for evidence
of hypovolemia, and fluid and electrolyte disorders, if
present, should be corrected before beginning ACE-
inhibitor therapy. Patients should be seen in two days and
at one week, and renal function, serum potassium levels,
and blood pressures should be observed carefully. The
ACE-inhibitor dosage should be increased slowly at two-
to three-week intervals.

Angiotensin-converting enzyme inhibitors in the
treatment of heart failure should be thought of not only as
antihypertensive agents. Current evidence shows that
they have a powerful effect on the myocardium at the cel-
lular level and possibly retard the development of left
ventricular hypertrophy. The vast majority of patients
with heart failure are candidates for treatment with ACE
inhibitors. Moreover, all patients suffering a myocardial
infarction—except those in whom it is the first infarction
and the infarction is inferior wall, small, nontransmural,
and uncomplicated—should have their ejection fraction
determined by echocardiogram or radionuclide ventricu-
logram. All those with ejection fractions below 40%
should be treated with ACE inhibitors, even in the ab-
sence of symptoms or signs of heart failure.

WILLIAM A. NORCROSS, MD
La Jolla, California
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Cryptorchidism

CRYPTORCHIDISM, from the Greek “hidden testes,” is the
most common urologic problem of neonates and young
children. The estimated prevalence of cryptorchidism is
about 3% among full-term neonates; among premature
infants and those with low birth weights, it has been re-
ported to be as high as 30%. The problem affects the right
testis more frequently.

The consequences of a permanently undescended
testis are potentially deleterious. Besides diminished fer-
tility and psychological trauma, an undescended testis is
the major risk factor for testicular cancer. Persons with
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undescended testes have a 22 times higher risk for testic-
ular cancer than those with normal testes, and the risk for
cancer in the contralateral descended testicle is also
higher than in normal testes. Seminoma, the most com-
mon tumor, usually manifests during the second or third
decade of life.

Careful examination of an infant’s genitalia is essen-
tial. If a testis is not palpable in the scrotum, the inguinal
canal should be investigated by palpating it from the in-
ternal to the external ring. The position of a palpable tes-
ticle within the canal must be noted and an attempt made
to “milk” it down toward the scrotum. If the testicle can
be brought into the scrotum manually, then it represents a
retractile testis, most of which are at the suprascrotal area.
Another helpful maneuver to bring the testis down is to
examine the infant with the ipsilateral leg crossed, which
relaxes the cremasteric muscle and allows the testicle to
descend into the scrotum.

If no testicle is palpable, the challenge is to locate it.
Several studies are available for this purpose—go-
nadotropin stimulation, venography of the spermatic ves-
sels, thallium imaging, abdominal ultrasonography,
computed tomography (CT), and magnetic resonance
imaging (MRI). Abdominal ultrasonography is most sen-
sitive when the testis is next to or along the inguinal canal
and is less sensitive in locating a testis that is in the ab-
domen. Even though CT and MRI are both sensitive tech-
niques, MRI exposes the infant to no radiation and
appears to be superior at evaluating cord structure.
Venography of the gonadal vessels is useful but is techni-
cally difficult, invasive, and involves radiation exposure.
Laparoscopy is the definitive method of locating an unde-
scended testis; it provides direct visualization of the
anatomy and information for planning surgical treatment.

In most cases, the natural history of an undescended
testis is spontaneous descent, usually occurring within the
first year of life and, in most cases, within the first three
months of life. If no descent is observed by about 1 year
of age, urologic consultation is indicated.

Therapy with human chorionic gonadotropin (hCG)
hormone has been effective. The success rate is better for
bilateral than unilateral undescended testes: as high as
40% and 30%, respectively. Treatment regimens vary but
usually involve administering hCG every other day or
twice a week for two to five weeks.

Orchiopexy is strongly advised for impalpable testes
when hormonal therapy fails or when a mechanical or
anatomic cause of cryptorchidism is suspected. Early sur-
gical treatment is advocated in view of the possible bene-
ficial effect on fertility and the possible decreased risk of
cancer. Several surgical techniques are used. All involve
isolating and ligating the hernial sac, freely mobilizing
the cord with its vascular and vasal components, and fix-
ating in the scrotum.

The clinical evaluation of neonates with an unde-
scended testis must always include frequent discussions
with the parents—taking time to answer their questions,
providing objective information, presenting and explain-
ing alternative therapies, and reducing parental anxiety

whenever possible. Primary care physicians have an im-
portant role in the care of children with cryptorchidism.

CECILIA S. GUTIERREZ, MD
La Jolla, California

REFERENCES

Berkowitz GS, Lapinski RH, Dolgin SE, Gazella JG, Bodian CA, Holzman IR:
Prevalence and natural history of cryptorchidism. Pediatrics 1993; 92:44-49

Gandhi K, Maizels M: Management of the undescended testis. Compr Ther
1993, 19:59

Neonatal Group B Streptococcus
Infection—Recommendations for
Screening and Prophylaxis

GRouP B STREPTOCOCCUS is the most common infectious
cause of neonatal morbidity and mortality in the United
States, causing disease in 12,000 to 15,000 newborns
each year. The maternal cost is extremely high as well,
with 50,000 cases of maternal infections yearly.

Of the 15% to 40% of women who are carriers of
group B streptococcus and colonized in the gastrointesti-
nal tract and vagina, 50% give birth to infants colonized
with this organism, with 1% to 2% of these neonates clin-
ically infected. The mortality for neonates with early-
onset (the first week of life) group B streptococcus infec-
tion is 15% or higher. Risk factors identified by the
American Academy of Pediatrics (AAP) or the American
College of Obstetricians and Gynecologists (ACOG) that
increase the infection or attack rate in neonates are pre-
maturity (labor before 37 weeks), premature rupture of
membranes, maternal fever, prolonged rupture of mem-
branes (>18 hours), a previously infected child (ACOG
only), and multiple births (AAP only).

A second syndrome, late-onset group B streptococcus
infection, is seen in 0.5 to 1 per 1,000 live births. The pa-
tient usually is diagnosed with sepsis or meningitis,
which may be due to either a maternal or community
(nosocomial) infection.

To lower the rate of early-onset neonatal group B
streptococcal infection from the current rate of 3 per
1,000 live births, multiple screening and treatment proto-
cols have been recommended. Formulating screening and
treatment policies is difficult because of a number of fac-
tors. Identifying and treating women at a high risk would
prevent only a portion of the neonatal infections. The col-
onization of women by group B streptococcus is a tran-
sient phenomenon; a woman with a positive culture at 28
weeks may be culture-negative at term, and vice versa. In
addition, obstetrics and neonatology are such emotionally
and liability-charged areas, with perfect outcomes now
expected and demanded, that even the Trial Lawyers of
America have developed their own “guidelines.”

Because of these factors, a consensus on screening
and treatment guidelines has yet to be reached. At present,
an AAP policy statement (RE9261) recommends chemo-
prophylaxis for those maternal carriers who have identi-
fied risk factors. In contrast, ACOG argues against
universal screening, but does recommend intrapartum an-
tibiotic chemoprophylaxis for all patients with identified



